Introduction: The aim of this study was to compare the efficacy and toxicity of dicycloplatin plus paclitaxel with those of carboplatin plus paclitaxel as firstline treatment for patients with advanced non-small-cell lung cancer (NSCLC). Material and methods: In this study, 240 NSCLC patients with stage IIIB (with pleural effusion) and stage IV disease were randomly assigned (1 : 1) to receive dicycloplatin 450 mg/m 2 or carboplatin AUC = 5, in combination with paclitaxel 175 mg/m 2 (D + P or C + P) every 3 weeks for up to 4 to 6 cycles. The primary endpoint was response rate. Secondary endpoints included progression-free survival (PFS), overall survival (OS) and adverse events.
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Introduction
Lung cancer is one of the most common cancers worldwide, and is also the primary cause of deaths resulting from malignant tumors [1] . Lung cancer is currently classified into two different types, small-cell lung cancer (SCLC) and nonsmall-cell lung cancer (NSCLC). Common treatments include surgery, chemotherapy, and radiotherapy. The NSCLC is sometimes treated with surgery, whereas SCLC usually responds better to chemotherapy and radiotherapy [2] . Patients with NSCLC often have an advanced stage at the time of diagnosis, with a 1-year survival rate of about 10-15% even under the best support treatment [3] . The majority of patients with advanced NSCLC may benefit from standard platinum-based chemotherapy, obtaining a median survival time of 8 to 10 months [4] [5] [6] [7] .
Previous studies have found that the combination therapy of carboplatin and paclitaxel for patients with NSCLC produced good results, improving both overall survival and quality of life when compared to support treatment [8, 9] . The regimen of carboplatin AUC = 5 and paclitaxel 175 mg/m 2 administered every 3 weeks is safe and effective [10] . However, the efficacy of this combination as first-line treatment of advanced NSCLC can only be maintained for 4-6 cycles, as increased cycles do not further improve clinical efficacy [11] . In addition, the cost of carboplatin and paclitaxel seems a little high for patients living in developing countries. Therefore, it is necessary to develop a new regimen with lower expense and higher effectiveness.
Dicycloplatin is a novel platinum derivative which contains two naphthenic diacids within its molecular structure. It was synthesized by Beijing Xing-Da Scientific System Corporation (Beijing, China). Dicycloplatin has independent intellectual property rights all over the world (U. . Adverse events were mainly in grade 1 to 2. Grade 3 or 4 toxicities included nausea/vomiting (29%), anemia/ thrombocytopenia (7%) and diarrhea (3%). This phase I study indicated that dicycloplatin was well tolerated and active against NSCLC. Hence, we designed a randomized, double-blind, open-label, phase II study comparing dicycloplatin plus paclitaxel (D + P) with carboplatin plus paclitaxel (C + P) as first-line treatment for patients with advanced NSCLC.
Material and methods

Eligibility
Eligible patients were ≥ 18 years old, with cytological or histological confirmation of stage IIIB (with pleural effusion) and stage IV NSCLC [14] .
Patients should have measurable disease and an Eastern Cooperative Oncology Group (ECOG) performance status of 0 to 2, with a life time ≥ 3 months. Additional eligible criteria included a leukocyte count ≥ 4,000/µl, a neutrophil count ≥ 1,500/µl, a platelet count ≥ 100,000/µl, a hemoglobin level ≥ 100 g/l, a bilirubin level ≤ the upper limit of normal (ULN), a serum creatinine level ≤ the ULN, and transaminase level ≤ 2.5 × the ULN. Contraception measures were taken in female patients of childbearing age during the period of therapy and within 3 months after treatment. Patients who received prior chemotherapy, radiotherapy or biologic therapy for NSCLC, had documented brain and meninx metastases, had a major operation within 4 weeks before this trial or had a significant history of cardiac disease or other active uncontrolled diseases were excluded. However, relapsed tumor after an operation and adjuvant chemotherapy with non-platinum drugs was permitted if completed at least 6 months before registration. Patients who previously had a malignancy within 5 years were also excluded except for basal cell carcinoma, cervical carcinoma in situ or prostate carcinoma in situ. Patients who were during the pregnant or lactation period, allergic to paclitaxel or platinum, abused alcohol and substances, or had primary organ failure were not eligible.
Treatment plan
This randomized, double-blind, phase II study was approved by local ethics committees and was conducted according to the Declaration of Helsinki. All patients provided informed written consent. Central randomization was done by a clinical research organization (CRO; MDS Parma Services (China) Inc, Beijing, China) via email or telephone in a double-blind fashion such that the investigator and patient did not know the treatment assignment. Patients were stratified according to histological subtype (squamous cell carcinoma; nonsquamous cell carcinoma), disease stage (IIIB; IV) and ECOG performance status (0-1; 2). During the study, physicians and other participants were not masked to the identity of the study treatment. Patients were randomly assigned in a 1 : 1 ratio to receive dicycloplatin 450 mg/m 2 IV over 1 h or carboplatin AUC = 5 IV over 1 h, in combination with paclitaxel 175 mg/m 2 IV over 3 h every 3 weeks for up to 4 to 6 cycles. Patients with responding or stable disease after 4 cycles of chemotherapy were allowed to continue treatment for another 2 cycles. Toxicities were recorded and classified in the light of the National Cancer Institute Common Terminology Criteria for Adverse Events (NCI-CTCAE) version 3.0. Strict guidelines were used for dose adjustment or treatment interruption caused by toxic effects throughout study treatment. Grade 3/4 hematologic or non-hematologic toxicities associated with chemotherapy were managed with dose reductions to 75% for dicycloplatin and paclitaxel and AUC = 4 for carboplatin for the first time. If the above-mentioned toxicities recurred after the first dose reduction, the drug dose was reduced again to 75% for dicycloplatin and paclitaxel and AUC = 3 for carboplatin. Dose reductions were allowed only twice per patient. However, we did not have patients without any chemical therapy, and patients treated with dicycloplatin, or paclitaxel, or carboplatin only according to the ethics.
Evaluations
Patient history, physical examination and complete blood work were performed at baseline and before each cycle of treatment. Complete blood count (CBC) was repeated weekly to record potential hematologic toxicities. Computed tomography scans were performed at baseline and after every two cycles of therapy. Tumor response was evaluated every 6 weeks according to the Response Evaluation Criteria in Solid Tumors (RECIST) criteria. Conditions for discontinuation from the study included unacceptable toxicity, progression of disease, therapeutic schedule violation, patient withdrawal, pregnancy or change in sponsor's mind that made the study unavailable.
Clinical data
The aim of this phase II study was to compare the efficacy of dicycloplatin with that of carboplatin in combination with paclitaxel as first-line therapy for patients with advanced NSCLC. The primary endpoint of this study was response rate. All patients with confirmed disease who were randomly assigned to study arms and had received at least one cycle of chemotherapy were evaluable for response. The safety population consisted of all patients who received at least one cycle of protocol treatments. Average response rate and 95% confidence interval were calculated separately for each arm of the study.
Secondary endpoints included progression-free survival (PFS), overall survival (OS) and adverse events in the intention-to-treat population. The PFS was defined as time between registration and disease progression or death, with censoring for patients alive without progression at last contact. The OS was defined as time between registration and last contact or death. The cutoff date for PFS and OS data was December 9, 2008, when the last patient had finished his treatment for 6 months. By that time, enough data had been collected to analyze the efficacy and toxicities of study arms.
Statistical analysis
Both PFS and OS were expressed as median values. All response rates and disease control rates were shown as percentages and compared with the χ 2 test. Estimates of PFS and OS were calculated using the Kaplan-Meier method and two-sided 95% confidence intervals were obtained. A two-sided log-rank test was used to compare PFS and OS between D + P and C + P arms. Cox proportional hazards model was used to estimate the hazard ratios for D + P vs. C + P arms.
Using historical data, a median PFS of 4 months was assumed for the carboplatin plus paclitaxel arm [7] . The planned duration of accrual was 6 months, and the planned follow-up time was 1 year. A sample size of 200 patients was designed to provide the study with 85% power to detect an improvement of 4 months in the median PFS of the patients with a type I error of 0.05. Considering dropout rate, the sample size planned was 240 patients, with 120 patients in each group. Value of p < 0.05 was considered statistically significant. SPSS 19.0 (Chicago) was used to perform the statistical analyses.
Results
Baseline characteristics and treatment
Between January 23, 2007 and February 29, 2008, 240 patients were enrolled in 15 hospitals in China and randomly assigned to the D + P arm (n = 120) or C + P arm (n = 120). Patient disposition is described according to CONSORT criteria. The safety issue was assessed in 240 patients since all the patients received protocol treatments in the beginning. Four patients were found to be ineligible, including 1 patient already treated with gefitinib (D + P), one patient with IIIA NSCLC (D + P) and 2 patients with brain metastases (C + P). The remaining 236 patients (118 patients in the D + P arm and 118 patients in the C + P arm) were evaluated in the analysis. There were no statistically significant differences between treatment arms in baseline characteristics (Table I) . The median cycles of therapy received in each treatment arms were four per patient. No major differences existed between the two arms concerning dose reduction.
Efficacy
Response assessments based on per protocol (PP) were adequate in 99 patients (83.9%) in the D + P arm and 98 patients (83.1%) in the C + P arm. Reasons for inadequate response data included a bilirubin level > the upper limit of normal (ULN) (1 patient in each arm) and a serum creatinine level > the ULN (1 patient in the D + P arm), lack of computed tomography scans for assessments (10 patients in each arm), receiving only one cycle of therapy (1 patient in the C + P arm) and taking other antitumor medicines (9 patients in the D + P arm and 12 patients in the C + P arm).
As illustrated in Table II , there was no significant difference in objective response between the As for the median PFS and 6-month PFS rates, it was not statistically different between the D + P group and C + P group (5.6 months vs. 4.7 months, p = 0.31 and 43% vs. 33%, p = 0.19, respectively) (Figures 1 and 2) . Furthermore, there were also no significant differences in the 1-year survival rate (58% vs. 56%, p = 0.90), PFS and OS between the two groups (Table II) .
Adverse events
Main toxicities possibly related to the therapy are listed in Table III . There were 114 episodes of D + P, median = 14.9 months C + P, median = 12.9 months Long-rank p = 0.37
Response rates were based on intention to treat (ITT). D + P -dicycloplatin plus paclitaxel, C + P -carboplatin plus paclitaxel, PR -partial remission, SD -stable disease, PD -progression disease, PFS -progression-free survival, CI -confidence interval
Figure 2. Kaplan-Meier curves for overall survival (OS)
Overall survival (probability) grade 3/4 adverse events in the D + P arm, as compared with 115 episodes in the C + P arm (p = 0.99). The most common grade 3/4 adverse event was hematologic toxicity, with 91 episodes in the D + P arm and 84 episodes in the C + P arm (p = 0.93). Grade 3/4 hematologic toxicities observed in the study were neutropenia (63.56%), anemia (8.47%), thrombocytopenia (4.24%) and lymphopenia (0.85%) in the D + P arm and neutropenia (61.86%), anemia (3.39%), lymphopenia (3.39%) and thrombocytopenia (2.54%) in the C + P arm. Grade 5 toxicities included 1 patient with asphyxia (D + P) and 1 patient with sudden death (C + P), which were mainly attributed to progression of NSCLC. Fourteen patients in the study had severe adverse events, including asphyxia (1 patient), neutropenia (1 patient), pulmonary infection (2 patients), paclitaxel allergy (1 patient) and anaphylactic shock (1 patient) in the D + P arm and neutropenia (1 patient), fever (1 patient), pulmonary infection (2 patients), respiratory failure (1 patient), blindness (1 patient), anaphylactic shock (1 patient) and sudden death (1 patient) in the C + P arm (p = 0.82).
Discussion
Platinum-based chemotherapy improved the overall survival of patients with advanced NSCLC, producing a median survival time reaching 1 year [3] . Bevacizumab, a monoclonal antibody against VEGFR, enhanced median overall survival to about 12 months when combined with carboplatin plus paclitaxel for nonsquamous NSCLC patients, with risk of increased toxicities and treatment-related deaths [15] . Gefitinib and erlotinib, two EGFR tyrosine kinase inhibitors, demonstrated potent efficacy against advanced NSCLC as single treatment. However, when combined with chemotherapy, neither drug showed further benefits to patients with advanced NSCLC [16, 17] . Although therapeutic methods developed rapidly, platinum-based twodrug chemotherapy was still extensively used in the clinic.
Dicycloplatin is a novel platinum derivative synthesized in China. In this study, we found that the efficacy of dicycloplatin was similar to that of carboplatin when combined with paclitaxel, with a response rate of about 30% in each arm, which was similar to the reports of previous studies [18] [19] [20] [21] [22] (Table II) . Disease control rates were also comparable between D + P and C + P arms. These results indicated that dicycloplatin had the same potency as carboplatin in treating patients with advanced NSCLC. Moreover, in patients with squamous carcinoma, both response rate and disease control rates were significantly higher in the D + P arm, which suggested that dicycloplatin may be more efficacious than carboplatin for the treatment of advanced squamous NSCLC. As known to us, there are less effective drugs for squamous NSCLC compared to lung adenocarcinoma. On one hand, due to the serious hemorrhagic events in the phase II study of bevacizumab [15] , patients with squamous NSCLC were inappropriate for first-line therapy of carboplatin and paclitaxel plus bevacizumab; on the other hand, as the EGFR gene rarely mutates in squamous NSCLC [23] , tyrosine kinase inhibitors such as gefitinib and erlotinib only had limited efficacy for these patients. Under such circumstances, the emergence of dicycloplatin might be beneficial to patients with advanced squamous cell NSCLC. The median PFS for D + P was comparable to that of C + P (Table II and Figure 1) , which was consistent with previous reports [24] [25] [26] [27] . The median OS was slightly increased in D + P, as compared with that in C + P (Table II and Figure 2 ). The median OS in each arm exceeded 1 year, possibly due to the young population and good performance status of patients in the study. However, there was no statistical difference in the median PFS and median OS between the two groups. One probable reason was that the number of patients enrolled in this study was relatively small. Therefore, a phase III study is needed to further evaluate the efficacy of dicycloplatin combined with paclitaxel in the treatment of advanced NSCLC, especially for patients with squamous cell NSCLC.
The two chemotherapeutic regimes used in this study were generally tolerated (Table III) . The frequency and severity of adverse events in the two arms were well balanced. Hematologic toxicities were the most common adverse events. There were more grade 3 toxicities in the D + P arm whereas there were more grade 4 toxicities in the C + P arm (Table III) . Still, there was no statistically significant difference between the two arms. Two patients experienced grade 5 events, which were assessed as possibly unrelated to the treatment. There was no treatment-related death reported in the D + P arm. During the study, no grade 3/4 hyperbilirubinemia was detected. The cause and clinical significance of these toxicities need to be assessed and confirmed in further studies. In addition, a recent phase I study of dicycloplatin demonstrated a favorable safety profile at doses between 50 mg/m 2 and 550 mg/m 2 [28] , which permitted clinical trials with more patient samples in future.
In conclusion, this study is the first phase II trial to compare the efficacy and toxicity of D + P with that of C + P in first-line management of patients with stage IIIB and IV NSCLC. We found that patients treated with D + P had similar response and survival rates to those treated with C + P, and toxicities were generally tolerable. A phase III study is required to further confirm the efficacy of this novel combination.
